SUMMARY Fetal supraventricular tachycardia may cause congestive heart failure, hydrops fetalis, and intrauterine death. Tachycardia in a fetus of 34 weeks' gestation was diagnosed as atrial flutter by echocardiography, and was successfully treated by giving the mother digoxin.
Since visualisation of the fetal heart by echocardiography has become available, prenatal diagnosis of congenital cardiac anomalies and fetal arrhythmia has been possible. '-3 We have evaluated the structure of the fetal heart and the great vessels by two dimensional echocardiography, and diagnosed arrhythmia by simultaneously recording the motion of the atrial wall and the ventricular wall of the fetal heart by M mode echocardiography. Certain fetal arrhythmias such as supraventricular tachycardia or A-V block have clinical importance, since they may be the cause of congestive heart failure and evaluation and treatment of these conditions are, therefore, necessary.
Case report
The mother, a 28 year old gravida 1, para 0, had an uneventful pregnancy until week 34 of gestation when she complained of abdominal pain and was referred to Kurume University Hospital. Fetal echocardiography was carried out and showed an atrial rate of 460 beats/minute and a ventricular rate of 230 beats/minute, without any structural anomalies of the heart (Fig. 1) . Atrial flutter was diagnosed. Digoxin (0-5 mg) was given to the mother and further doses of 0-5 mg and 0-25 mg were administered three and 12 hours later. The fetal heart rate was continuously monitored during this time and repeated electrocardiograms were made. Five hours after the third dose of digoxin, the fetal heart rate dropped from 230 to 135 beats/minute: at that time the digoxin concentration in maternal venous blood was 1-4 ng/ml. The mother was treated by a daily oral dose of 0-25 mg of digoxin and showed no signs of digoxin intoxication. Echocardiography, undertaken when the fetal heart rate had returned to normal showed massive pleural Ink April 1983 a 9 year old girl presented with a mildly sore throat and low grade fever of three days' duration. One week later she had a transient erythematous rash on her face, buttocks, and legs and polyarthritis affecting the ankles, knees, and wrists; the joints were swollen, hot, and red. Over the next few days she developed diffuse colicky abdominal pain, a petechial rash on the legs, and macrohaematuria and was admitted to hospital. She was not feverish on admission and her blood pressure was 115/70 mm Hg. Family and personal history were unremarkable; in particular there was no history of recurrent respiratory or other infections. Physical 
